SUMMARY The prevalence of venereal disease was studied in homosexuals in two countries, Sweden and Australia, which are similar apart from their different legal and social attitudes to homosexuality. Social attitudes were not generally associated with differences in the numbers of infections and reinfections in homosexual men with sexually transmitted diseases. Using a nonclinical sample there was some evidence that sexually transmitted diseases in homosexuals are grossly overestimated if cases rather than individuals are used as an index. Furthermore, the incidence of syphilis was related to the numbers of partners and the latency of symptoms in both societies.
Introduction
It has been recognised for some time that the social context in which sexually transmitted diseases (STDs) occur is important in determining such factors as incidence, prevalence, socioeconomic status of the infected individual, race, and age grouping. Hart' goes so far as to comment that "Venereal disease is not primarily a medical problem. It is instead a social one dependent on those factors which influence attitudes and behaviour . . . ." This has been most apparent from cross-cultural studies and from studies which examine the social climate in which the sexual behaviour takes place. For example, Arya and Bennett2 noted that in East Africa the traditional inverse relationship usually found between social class and the incidence of gonorrhoea was not evident, with venereal disease being a major health problem in universities. This is in clear contrast to western societies, where the incidence of gonorrhoea is much higher in lower socioeconomic groups.3 4 With homosexuality and STD the variables of social climate, attitudes at particular clinics, basis of medical statistics, and status of minority groups become increasingly important.5 6 The only other significant difference between the samples was in the time elapsing since the respondents became homosexually active (Australia, mean 12 7 years, SD 12 1; Sweden, mean 10 years, SD 7-4; t = 2a10, P<0 03). This difference occurred possibly because in Sweden social centres exist for individuals when they first define themselves as homosexual probably more so than in Australia. Nevertheless, it is difficult to see how any of these differences might systematically affect the results.
In general, there was a high degree of similarity between samples on important variables. Age range did not differ significantly (Australia, mean 32 -0, SD 1l'4; Sweden, mean 30 9, SD 7-4; t = 04, NS) nor did years of education (Australia, mean 13 -3, SD 3'6; Sweden, mean 12'7, SD 5'3; t = I 28, NS). The age at which individuals first realised that they were homosexual did not differ significantly between samples (Australia, mean 12'3, SD 11 9; Sweden, mean 14-6, SD 5'8; t = I'78, two-tail, NS). Thus, there were no substantive differences between the Swedish and Australian samples. Given the large sample studied, the lack of significant differences suggests that the two samples were reasonably well matched.
QUESTIONNAIRE
The questions asked were part of an anonymous wider questionnaire comparing homosexual men in Sweden and Australia. Respondents were asked whether they had had gonorrhoea, syphilis, or any other venereal disease (able to be specified) and the number of times they had had each. Further questions asked whether the respondent had visited a public clinic or local medical practitioner on the last occasion they contracted a venereal disease, whether they admitted the source of infection was homosexual, whether they had had any adverse experiences in a public clinic, whether they went to a particular clinic in preference to any other, and whether they knew the individual by whom they had been infected on a total of five possible occasions and whether they knew any details which would make it possible to contact the individual for a total of five possible occasions for each question. 
Results
The results are given in tables I-IV. It has been suggested that the different trends in incidence of gonorrhoea and syphilis in homosexuals (regardless of social climate) may have been related to the length of the period between infection and appearance of symptoms. For gonorrhoea this ranges from three to five days and for syphilis from nine days to three months with a mean of three weeks. One explanation for the higher incidence of syphilis in homosexuals might be the number of sexual partners. Thus, if an individual averages one new partner a week, gonorrhoea will be noted and treated before contact with the next partner. Syphilis, however, may be passed on to two other partners before symptoms become obvious. Does this account for the higher incidence of syphilis in homosexual men? The data analysis of STD type by number of partners a month showed a significant result for gonorrhoea when the split was made at two partners a month; for syphilis the result was not significant (table III) . When the split was made at four partners a month, however, the result for gonorrhoea remained essentially the same but that for syphilis was statistically significant.
These data strongly suggest, therefore, that there is a clear association between homosexuality and syphilis only in terms of frequency of partner change. The individual with the greater number of partners (probably an average of over three or four a month) is likely to infect others before his own infection is recognised. The disproportionate figure for homosexually acquired syphilis would appear, therefore, to be explained by those homosexuals who tend to have a relatively high number of different partners. 
